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I ntroduction: Smoking prevalence remains high among people with a mental illness, contributing tohigher levels of morbidity and mortality. Health and community services are an opportune setting
for the provision of smoking cessation care. Although family carers are acknowledged to play a critical
role in supporting the care and assistance provided by such services to people with a mental illness,
their expectations regarding the delivery of smoking cessation care have not been examined.
Aims: To explore family carer expectations of smoking cessation care provision by four types of health
services, to clients with a mental illness, and factors associated with expectations.
Methods: A cross-sectional survey was conducted with carers of a person with a mental illness residing
in New South Wales, Australia. Carers were surveyed regarding their expectations of smoking cessation
care provision from four types of health services. Possible associations between carer expectation of
smoking cessation care provision and socio-demographic and attitudinal variables were explored.
Results: Of 144 carers, the majority of carers considered that smoking cessation care should be
provided by: mental health hospitals (71.4%), community mental health services (78.0%), general
practice (82.7%), and non-government organisations (56.6%). The factor most consistently related to
expectation of care was a belief that smoking cessation could positively impact mental health.
Conclusions: The majority of carers expected smoking cessation treatment to be provided by all
services catering for people with a mental illness, reinforcing the appropriateness for such services to
provide smoking cessation care for clients in an effective and systematic manner.
Introduction
People with a mental illness are significantly more likely
to smoke tobacco and experience high levels of nicotine
dependence than people without such an illness (Aus-
tralian Institute of Health and Welfare [AIHW], 2011;
de Leon & Diaz, 2005; Diaz, 2006). Consequently, peo-
ple with a mental illness have higher rates of smoking-
related morbidity and mortality (Kilbourne et al., 2009;
Lawrence, Hancock, & Kisely, 2013) and have been iden-
tified as a priority group for the reduction of smok-
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ing prevalence (American Psychiatric Association [APA],
1996; NSW Ministry of Health, 2012; Royal College of
Physicians & Royal College of Psychiatrists [RCP&RCP],
2013). Targeted, tailored smoking cessation strategies in
response to the special needs of this population are recom-
mended (APA, 1996; Department of Health and Ageing,
2012; RCP&RCP, 2013).
Smoke-free policies in health and community services
highlight the need and opportunity for such services to
support clients with a mental illness to stop smoking
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(Prochaska, 2010; Stockings et al., 2014). In Australia
and elsewhere, guidelines recommend, and policies often
require, specialist mental health services including pub-
lic psychiatric inpatient facilities and community men-
tal health services, to support smoking cessation for all
patients who smoke and to provide smoke-free environ-
ments to address the needs of patients and staff (both
smokers and non-smokers) (Government of South Aus-
tralia, 2013; National Institute for Health and Care Ex-
cellence, 2013; NSW Ministry of Health, 2012). Similarly,
clinical practise guidelines for general practise (GP) ser-
vices, the most frequently utilised health service for mental
health problems in Australia (AIHW, 2014), recommend
the provision of smoking cessation care to all patients who
are smokers (Raw, McNeill, & West, 1998; Royal Australian
College of General Practitioners, 2004). Non-government
organisations (NGOs) also provide health and/or welfare
support to people with a mental illness in the Australian
context (National Health Workforce Planning and Re-
search Collaboration, 2011), and have been suggested to
be appropriate settings for the provision of smoking ces-
sation care (Bonevski et al., 2011; Bryant, Bonevski, Paul,
Hull, & O’Brien, 2012; NSW Ministry of Health, 2012).
Despite commonly held misconceptions amongst
mental health professionals that clients are not motivated,
or willing to quit smoking, or that tobacco smoking may
manage or reduce the symptoms of mental illness (Lawn,
2004; Price, Ambrosetti, Sidani, & Price, 2007; RCP&RCP,
2013; Wye et al., 2010b), recent research has indicated
otherwise (RCP&RCP, 2013; Stockings et al., 2013). Fur-
ther, recent research suggests that smokers with a men-
tal illnesss would find it acceptable to be provided with
smoking cessation care by the health and community ser-
vices they currently utilise for mental health care (Bartlem
et al., 2015; Ferron, Brunette, He, McHugo, & Drake, 2011;
Stockings et al., 2013). A survey of 558 clients of commu-
nity mental health services in Australia for example, found
the majority reported that it was acceptable to be provided
smoking cessation care from such services in the form of
assessment (96%), brief advice to quit (86%), and referral
(89%) (Bartlem et al., 2015).
A holistic care delivery approach that engages a variety
of stakeholders, including family and friend networks in
the care of clients has been suggested to be central to the
provision of quality mental health care generally (Bicker-
ton, Hossack, & Nair, 2007; National Mental Health Com-
mission, 2014; Office of the Chief Psychiatrist, 2007) and
smoking cessation care specifically (Steering Committee
for the Review of Government Service Provision, 2013).
This approach is in keeping with the central role that fam-
ily carers (individuals who provide care and assistance
without payment (NSW Department of Health, 2007))
are considered to play in the lives of people with a mental
illness (Wood et al., 2013). A large proportion of people
in developed countries have such a role (Collings, 2009;
Sinha, 2013), with approximately 9 million people in the
United States caring for a person with a mental illness
(AARP Public Policy Institute, 2015). In Australia, 15% of
the adult population (2.4 million people) are estimated to
care for a person with a mental illness (Pirkis et al., 2010).
Given family carers’ acknowledged role in the provi-
sion of care and support to people with a mental illness
(Bickerton et al., 2007; National Mental Health Commis-
sion, 2014; Office of the Chief Psychiatrist, 2007), includ-
ing substantial interaction with health and community
services, alignment between the care delivered by services
and family carer expectations of care is likely to positively
impact outcomes for people with a mental illness (NSW
Government, 2014). The delivery of smoking cessation
care to people with a mental illness is consistently re-
ported to be suboptimal in inpatient facilities (Prochaska,
Gill, & Hall, 2004; Stockings et al., 2015; Wye et al., 2010a),
community mental health services (Bartlem et al., 2014;
Greening, 2005), and by GPs (Lord, Malone, & Mitchell,
2010; McKay-Brown et al., 2008). For example, a survey
of 97 smokers in an Australian inpatient psychiatric fa-
cility with a smoke-free policy identified that only 36.1%
received brief advice to quit smoking and just 19.8% re-
ceived brief advice and optimal nicotine replacement ther-
apy (Stockings et al., 2015).
To date, only two studies have explored family carer
perspectives of smoking cessation care in mental health
services. A small qualitative study of six family member
perspectives’ in New Zealand identified several key limita-
tions in the delivery of smoking cessation care, including
a lack of consistency of implementation; family inclu-
sion; and information regarding the harms of tobacco and
benefits of available cessation treatments, and impact of
cessation on client mental distress (Missen, Brannelly, &
Newton-Howes, 2013). In addition, an Australian qualita-
tive study of 12 family carers described that family carers
reported suboptimal smoking cessation care from mental
health services for smokers with a mental illness for whom
they provided care (Lawn, McNaughton, & Fuller, 2015).
Given this limited evidence base, an exploratory study was
conducted to:
1) Explore family carer: understanding of the relation-
ships between smoking and mental health; views of
smoking bans in specialist mental health treatment
settings; and expectations of smoking cessation care
provision across four types of health and community
service settings.
2) Investigate the association between (i) socio-
demographic characteristics of the carer and person
with a mental illness, (ii) clinical and smoking charac-
teristics of the person with a mental illness, and (iii)
family carer perceptions of the relationship between
smoking and mental health, and of smoking bans, and
family carer expectations of smoking cessation care
provision by four types of service settings.
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Methods
Design and Setting
A cross sectional study was undertaken in one non-
metropolitan region in New South Wales (NSW), Aus-
tralia, July to November 2013.
The study was approved by the Hunter New England
Human Research Ethics Committee (No. 13/06/19/5.11)
and registered with the University of Newcastle’s Human
Research Ethics Committee (No. H-2013-0343).
Participants and Recruitment
Potential participants were sourced through members of
a state-level non-government carer support organisation
that provides support services, advocacy, training, and
education to carers of people with a mental illness. The
organisation had operated across the study region for ap-
proximately 10 years, in partnership with local mental
health services, providing individual and group support
(Schizophrenia Fellowship of NSW Inc., 2008). Any mem-
ber of the public who was a carer of a person with a mental
illness was able to join the organisation without cost as a
source of support for their role as a carer. Eligibility criteria
for inclusion in the study included being 18 years or older
and identifying themselves as a family carer for someone
with any mental illness who was also over 18 years.
Potential participants throughout the Hunter New
England Local Health District were identified by the carer
organisation based on members’ previously recorded in-
terest in participating in research. The carer organisation
posted an invitation to participate in the study, informa-
tion statement, survey instrument, and reply-paid enve-
lope to all such listed members (n = 327). Additional
participants (n = 56) were approached by members of the
research team through attendance at carer support group
meetings.
Data Collection Procedures
Participants could complete the questionnaire online or
as a paper copy. On average, the survey took 28 minutes
to complete.
Measures
All socio-demographic, clinical, and smoking character-
istic items were adapted from previous research (Bartlem
et al., 2015). Items detailing the perceived mental health
effects of smoking, attitudes to smoking bans in special-
ist mental health services, and expectations of smoking
cessation care provision were developed for the current
study.
Socio-demographic, clinical, and smoking characteris-
tics: Six items addressed the age, gender, employment,
marital status, highest level of education achieved, and
Aboriginal and/or Torres Strait Islander status of both the
family carer and the person with a mental illness. Partici-
pants were also asked their postcode of residence.
Participants reported: the primary psychiatric diag-
nosis for the person that they cared for (schizophrenia,
depression, anxiety disorder, panic disorder, bipolar dis-
order, post-traumatic stress disorder, eating disorder, per-
sonality disorder, dementia, unsure, other); for how many
years they had been in a caring role with this person (years:
less than one, 1 to 2, 3 to 10, 11 to 20, more than 20); if
they lived in the same residence as the person they cared
for (yes, no, sometimes); and what their relationship was
to that person (parent, partner, child, sibling, neighbour,
friend, other).
Participants were asked whether they smoked any to-
bacco products, and whether the person they cared for
smoked any such products (yes – daily, yes – at least once
a week, yes – less than once a week, no – quit within the
last four months, no – quit longer than four months ago,
no – never smoked).
Perceived mental health effects of smoking: All partici-
pants were asked to respond to two items: ‘To what extent
do you think quitting smoking can have a positive im-
pact on mental health?’ and ‘To what extent do you think
smoking can have a negative impact on mental health?’
(not at all, a little, moderately, very, unsure).
Attitudes to smoking bans in specialist mental health
services: For both mental health hospitals and community
mental health services, participants were asked to indicate
their agreement or otherwise with the statement: ‘total
smoking bans in such services are a good thing’ (five-point
Likert-type scale, strongly agree to strongly disagree). Par-
ticipants were informed that currently total smoking bans
exist in all health care facilities including mental health
facilities.
Expectations of smoking cessation care provision: Partic-
ipants were asked one item for each of the services stud-
ied, if they thought mental health hospitals, community
mental health services, GPs, and NGOs should provide
smoking cessation care for people with a mental illness
(yes, no, unsure). Participants were asked to complete the
item considering people with a mental illness generally,
without regard to the use or otherwise of that service by
the particular person they cared for.
Data Analysis
SPSS version 19 (IBM, 2013) was used to analyse the
data. Participant postcode was used to determine the ge-
ographic remoteness and socio-economic index of disad-
vantage of the area in which they resided (Australian Bu-
reau of Statistics, 2011; Department of Health and Aged
Care, 2001). Response categories for socio-demographic,
clinical, and smoking characteristics were collapsed to two
or three categories as shown in Table 1. Items regarding ex-
pectations of smoking cessation care provision by the four
health and community service settings were condensed to
two categories (yes, no, or unsure).
Descriptive statistics were used to summarise socio-
demographic characteristics, smoking status, and per-
ceived effect of smoking on health, attitudes to smoking
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75 and over 11.8 17
Person with mental illness age (Years)
18–34 40.3 58
35–54 46.5 67
55 and over 13.2 19
Gender
Male 19.0 27 66.7 96
Employment status
In the workforce 31.9 45 20.3 28
Ethnicity
Aboriginal and/or Torres Strait Islander origin 3.6 5 4.4 6
Marital status
Married/ living together in a relationship 73.4 105 25.9 36
Highest education Level
Less than 4 years high school completed 19.6 28 22.6 31
4 years high school completed 21.0 30 21.2 29
More than 4 years high school completed 59.4 85 56.2 77
Socio-economic index of disadvantage
Lowest tertile 54.9 78
Middle/highest tertile 45.1 64
Geographic remoteness
Major cities 31.0 44
Regional 54.2 77
Rural 14.8 21
Years spent caring for the person with mental illness
20 years or less 70.4 100
More than 20 years 29.6 42
Carer and person with mental illness living in the same residence
Yes 52.4 75
Carer relationship to person with mental illness
Parent 61.5 88
Other relation 38.5 55
Psychiatric diagnosis
Schizophrenia 39.1 56
Bipolar disorder 21.8 31
Other diagnosis 39.1 56
Smoking status
Smoker 11.8 17 68.8 99
†Number of missing responses to items ranged between 1 and 8.
224 JOURNAL OF SMOKING CESSATION
https://doi.org/10.1017/jsc.2016.23
Downloaded from https://www.cambridge.org/core. Murdoch University, on 17 Jan 2019 at 01:26:29, subject to the Cambridge Core terms of use, available at https://www.cambridge.org/core/terms.
Carer Expectations of Smoking Cessation Care
Table 2
Perceived health effects of smoking and attitudes towards smoking bans
Response
Item % n % n % n % n % n
Very Moderately A little Not at all Unsure
Quitting smoking – positive influence on mental health 61.9 86 14.3 20 7.2 10 5.8 8 10.8 15
Smoking – negative influence on mental health 59.0 82 14.3 20 10.1 14 6.5 9 10.1 14
Strongly agree Agree Unsure Disagree Strongly disagree
Smoking bans in mental health hospitals are a good thing 37.9 53 12.9 18 22.8 32 15.7 22 10.7 15
Smoking bans in community mental health services are a good thing 45.3 62 19.7 27 15.3 21 13.1 18 6.6 9
bans, and participants’ expectations of smoking cessation
care provision.
Chi-square analyses were used to examine possible bi-
variate associations between all socio-demographic and
participant attitudinal variables with participant expec-
tations of smoking cessation care provision in each of
the four service settings. Variables associated at p < 0.25
were subsequently entered into backward stepwise logis-
tic regression models to examine the independent asso-
ciation (p < 0.05) of socio-demographic and attitudi-
nal variables with expectation of smoking cessation care
provision in each of the four service settings, and in all
four settings combined (five models total). Hosmer and
Lemeshow (2000) recommend the use of this p-value (p <
0.25) as variables which may be of clinical relevance can be
discounted using the more traditional levels of p < 0.05.
The provision of smoking cessation care and the en-
forcement of smoke free environments within service set-
tings have been implemented to reduce non-smokers’ ex-
posure to environmental tobacco smoke and remove the
cues to smoke for non-smokers and former smokers, thus
reducing the potential for uptake and relapse (Etter, Khan
& Etter, 2008). As the implementation of these measures
therefore potentially effects all clients, the responses of
all carers – regardless of the smoking status of the person




Of 383 people invited to participate, 144 accepted (37.6%).
For most of the invitations (227), the invitee failed to re-
spond to the invitation, and 12 were found to be ineligible
after making contact with the research team (with two car-
ers caring for a person under the age of 18, and 10 carers
no longer in a caring role for a person with a mental ill-
ness). A total of 46 participants completed the survey in a
carer support group, 97 participants completed the posted
survey, and one participant completed the survey online.
Participants who completed the survey in a support group
were more likely to be 75 years or older (21.7% vs. 7.1%,
p = 0.005) and to live in a major city (57.8% vs. 18.6%,
p < 0.001) than participants who completed the survey
by post. Characteristics of the participant and the person
they cared for are presented in Table 1.
Smoking Status and Perceived Health Effects of Smoking
The majority (68.8%) of people being cared for were re-
ported by participants to be smokers; and 11.8% of par-
ticipants identified themselves as smokers. Irrespective of
smoking status, 59.0% of participants thought smoking
had a very negative impact on mental health, and 61.9%
thought quitting smoking would have a very positive im-
pact on mental health (Table 2).
Attitudes to Smoking Bans
Half of participants agreed or strongly agreed that total
smoking bans within mental health hospitals were ‘a good
thing’ (50.8%), whilst almost two-thirds agreed/strongly
agreed with this statement for community mental health
services (65.0%) (Table 2).
Expectations of Smoking Cessation Care Provision
A majority of participants considered that mental health
hospitals, community mental health services, GPs, and
NGOs should provide smoking cessation care to people
with a mental illness (71.4%, 78.0%, 82.7%, and 56.6%, re-
spectively). One-half of participants expected all four ser-
vice settings to provide smoking cessation care to persons
with a mental illness (50.4%), with only 3.9% responding
that none of the four service settings should provide such
care.
Associations Between Socio-Demographic and Attitudinal
Variables, with Expectations of Smoking Cessation Care
Provision
Factors associated at p < 0.25 that were entered into the
logistic regressions are presented in Table 4 in the ap-
pendix. Participants holding the view that ‘quitting smok-
ing would have a very positive impact on mental health’
had three-fold greater odds of expecting smoking cessa-
tion care to be provided in mental health hospitals [Odds
Ratio (OR): 3.43] and community mental health services
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Table 3
Variables associated with carer expectations of smoking cessation care provision across health care settings
Predictor B SE OR 95% CI Lower upper df p
Mental health hospitals‡ (n = 127)
Carer age (18–54) − 2.052 0.909 0.129 0.022 0.763 1 0.024
Carer age (75 and over) reference category
Residing in the same residence − 0.940 0.441 0.391 0.165 0.928 1 0.033
Not or sometimes living in same residence reference category
Quitting smoking ‘very’ positive impact on mental health 1.233 0.445 3.431 1.433 8.211 1 0.006∗
Quitting smoking ‘moderate’ ‘a little’ ‘not at all’ ‘unsure’ of
positive impact on mental health
reference category
Community mental health services§ (n= 127)
Carer education – 4 years completed high school − 1.459 0.627 0.233 0.068 0.795 1 0.020
Carer education – Higher School Certificate or higher reference category
Lowest tertile 1.284 0.539 3.611 1.255 10.386 1 0.017
Middle/highest tertile reference category
Residing in the same residence − 1.246 0.545 0.288 0.099 0.837 1 0.022
Not or sometimes living in same residence reference category
Quitting smoking ‘very’ positive impact on mental health 1.254 0.528 3.503 1.245 9.857 1 0.018
Quitting smoking ‘moderate’ ‘a little’ ‘not at all’ ‘unsure’ of
positive impact on mental health
reference category
GPs¶ (n = 123)
Carer education – less than 4 years − 1.883 0.569 0.152 0.050 0.464 1 0.001∗
completed high school
Carer education − Higher School Certificate or higher reference category
NGOs†† (n = 124)
Female gender of person being cared for − 0.881 0.419 0.414 0.182 0.942 1 0.036
Male gender of person being cared for reference category
Residing in the same residence − 0.896 0.415 0.408 0.181 0.921 1 0.031
Not or sometimes living in same residence reference category
Quitting smoking ‘very’ positive impact on mental health 0.849 0.411 2.338 1.045 5.231 1 0.039
Quitting smoking ‘moderate’ ‘a little’ ‘not at all’ ‘unsure’ of
positive impact on mental health
reference category
All settings‡‡ (n = 122)
Quitting smoking ‘very’ positive impact on mental health 0.760 0.377 2.139 1.022 4.478 1 0.044
Quitting smoking ‘moderate’ ‘a little’ ‘not at all’ ‘unsure’ of
positive impact on mental health
reference category
∗Significant at p < 0.01
‡Variables entered into regression: carer age, living in the same residence, relationship, carer smoking status, impact of quitting smoking on mental health.
§Variables entered into regression: carer age, carer education, socio-economic disadvantage, years spent caring, living in the same residence, person with mental illness smoking
status, impact of quitting smoking on mental health.
¶Variables entered into regression: person with mental illness employment status, person with mental illness ethnicity, carer education, years spent caring.
††Variables entered into regression: person with mental illness age, person with mental illness gender, living in the same residence, impact of quitting smoking on mental health.
‡‡Variable entered into regression: person with mental illness gender, impact of quitting smoking on mental health.
(OR: 3.50) (Table 3). Similarly, participants holding this
view were more than twice as likely to expect smoking
cessation care to be provided by NGOs (OR: 2.34), and
in each of the four service settings (OR: 2.14). The lowest
tertile in the socio-economic index of disadvantage was as-
sociated with an increased expectation of care provision in
community mental health services (OR: 3.61) compared
to the middle/highest tertile.
Conversely, participants who resided with the person
with a mental illness were less likely to expect smoking
cessation care provision in mental health hospitals (OR:
0.39), community mental health services (OR: 0.29), and
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NGOs (OR: 0.41). Younger participant age (18–54) was
associated with a decreased expectation of care in mental
health hospitals (OR: 0.13). Lower participant education
(where participants had completed 4 years of high school
compared to participants who had completed the High
School Certificate or higher education) was associated
with a decreased expectation of care in community mental
health services (OR: 0.23), and with a decreased expecta-
tion of care from GPs (OR: 0.15). Where the person with a
mental illness being cared for was female, there was a de-
creased expectation of smoking cessation care from NGOs
(OR: 0.41).
Discussion
Few studies have explored the views of family carers re-
garding the provision of smoking cessation care by health
and community service settings to people with a men-
tal illness, and this exploratory study is the first to do so
quantitatively. The study identified that a large majority
(61.9%) of family carers believed that quitting smoking
would have a positive impact on mental health, and the
majority of carers expected health and community ser-
vices to provide smoking cessation care (56.6%–82.7%,
by setting); perceptions which may enhance receptivity to
strategies to encourage smoking cessation by those they
care for.
Half of the participants supported total smoking bans
within specialist mental health settings, with approx-
imately one-fifth ‘unsure’ about their benefits. Family
carer support for total smoking bans is comparable to
the level of support reported by mental health inpatient
staff (54%) and inpatients (46%) in previous Australian
research (Stockings et al., 2015; Wye et al., 2010); and con-
sistent with carers previously identifying the appropriate
opportunity to support smoking cessation amongst peo-
ple with a mental illness that smoke-free policies within
mental health services represent (Lawn et al., 2015; Mis-
sen et al., 2013). The sizeable proportion of participants
that were ‘unsure’ of the benefits of smoking bans may
have been influenced by a lack of knowledge or aware-
ness of smoking bans and their implementation, as has
been found in research conducted amongst mental health
professionals (Lawn & Campion, 2013; Lawn, 2004; Wye
et al., 2010). Such findings emphasise the need to better
consult with, inform, and educate family carers regarding
the rationale for, and implementation of smoking bans; a
desire expressed by family carers (Missen et al., 2013). In
addition, these findings may be influenced by the inconsis-
tent implementation of smoke-free policies within mental
health settings (Missen et al., 2013; RCP&RCP, 2013; Wye
et al., 2010a; Wye et al., 2014), reducing the likelihood of
intended benefits being achieved and hence experienced
by carers.
The high prevalence of participant expectation that
smoking cessation care should be provided across all of
the settings investigated aligns with previous research con-
ducted with family carers which identified an expecta-
tion that the smoking behaviours of the person with a
mental illness should be addressed in mental and general
health services they attended (Lawn et al., 2015; Missen
et al., 2013). Similarly, previous studies of support by clin-
ical staff for the provision of smoking cessation care in
inpatient and community mental health services (Rob-
son, Haddad, Gray, & Gournay, 2013; Wye et al., 2010b),
GPs (Holmberg et al., 2014), and NGOs (Bryant et al.,
2012). A lesser proportion of participants expected smok-
ing cessation care to be provided by NGOs, a finding that
may reflect such services not having a direct focus on
the provision of health-related care (Housego & O’Brien,
2012).
When compared to the findings of studies of actual
smoking cessation care provision, the current findings
suggest a lack of alignment between the expectations of
family carers – key stakeholders in the design and provi-
sion of mental health services (NSW Government, 2014;
Office of the Chief Psychiatrist, 2007) – and the delivery
of smoking cessation care. Despite the existence of guide-
lines, the literature indicates that smoking cessation care
is not routinely provided to smokers with a mental illness
in inpatient (Prochaska et al., 2004; Wye et al., 2010a) or
community (Anderson et al., 2013; Bartlem et al., 2015;
Bartlem et al., 2014) mental health services and smoking
cessation supports such as Quitline referral and nicotine
replacement therapy are not routinely provided (Ander-
son et al., 2013; Bartlem et al., 2015; Bartlem et al., 2014).
In GP, suboptimal smoking cessation care has been re-
ported to be provided to both general and mental health
patients (Holmberg et al., 2014; Lord et al., 2010; McKay-
Brown et al., 2008).
A perception that smoking cessation could positively
impact on mental health was the factor most consistently
and strongly associated with the expectation of care being
provided. Given that evidence of the benefits for mental
health of quitting smoking is continuing to accrue (Lancet
Editorial, 2013; RCP&RCP, 2013; Taylor et al., 2014), fur-
ther research is required to determine if dissemination
of such information by health and community services to
family carers may enhance their understanding of the need
for smoking cessation care provision and related smoking
bans.
Residing with the person they cared for was associated
with lower family carer expectation of smoking cessation
care being provided in three of the service settings studied.
It may be that cohabiting family carers perceive less of a
need for health and community services to provide such
care, given their significant role in providing care generally.
Previous research has suggested that cohabitating carers
may decline the offer of various forms of care due to a per-
ception that this may negatively impact on their being the
primary caregiver (Harris, Diminic, Marshall, Stockings,
& Degenhardt, 2015; Malcolm, Rowlands, & Inch, 1998).
This remains speculative and other possibilities could have
led to this result. It may also be, as described in Lawn et al.
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(2015), that cohabiting carers perceived the supply, distri-
bution, and regulation of tobacco to the person they cared
for as a part of their caring role despite the knowledge of
the physical health risks associated with smoking. Carers
may perceive a greater importance in monitoring a con-
sistent tobacco consumption or encouraging a decrease in
consumption as opposed to encouraging cessation (Lawn
et al., 2015). Further research is required to gain a better
understanding of this association. The findings of differ-
ences in associations across the service settings could also
be further examined in future research with a larger and
more generalisable sample.
Given the exploratory nature of the study, a number of
study limitations need to be considered when interpreting
its findings. First, the study sample involved family carers
who were volunteer members of a carer support organi-
sation within one local health district in NSW, Australia.
The extent to which the participants’ expectations and
experiences are representative of all family carers is un-
known. A broader study involving non self-selected carers
across a broader geographic region would be of benefit.
Second, the low study response rate suggests caution in
interpreting the findings as they may not be representa-
tive of the family carer population from which they were
recruited. Despite this, the demographic characteristics of
the participants were largely consistent with the character-
istics of carers in Australia (NSW Department of Health,
2007). Third, the study used carer reported smoking status
of the person they care for as a measure of smoking sta-
tus. The accuracy of such a measure is unknown; however,
proxy measures of smoking behaviour generally have been
found to be accurate (Amos, Hastings, Angus, Bostock, &
Fidler, 2009; Florescu et al., 2009). Fourth, the current
study employed a ‘general’ focus of the items regarding
expectations of smoking cessation care provision, regard-
less of service usage by the person being cared for; future
research could explore potential differences between ex-
pectations focussing on service usage of the person with a
mental illness. Finally, the survey explored carers’ percep-
tions of the effects of smoking on the mental health of the
person they cared for but did not explore the perceived
physical health effects. Further research could explore the
extent to which carers perceive a negative physical health
effect of smoking; however, the limited research to date
does suggest that carers are aware of the negative phys-
ical health consequences (Lawn, McNaughton, & Fuller,
2015), as might be expected given the high levels of such
awareness within the community generally (Mulshine &
Healton, 2014).
This study has highlighted the need to better under-
stand the potential benefits of stronger engagement with
and education of carers of people with a mental illness re-
garding the provision of smoking cessation care by health
care services. Further research is required to confirm these
findings and to explore how family carers may play a role
in enhancing the effectiveness of smoking cessation care
provided by health and community services.
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